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were established during weekly case consultations. Both IPV and NIV perpetrators displayed high rates of criminal history, psychopathology, and previous victimization, but the two groups did not differ in these factors with two exceptions. IPV perpetrators were significantly more likely to have higher rates of previous physical victimization and intermittent explosive disorder than NIV perpetrators. The current study suggests that a history of physical victimization and intermittent explosive disorder are specific characteristics of IPV perpetrators in a forensic psychiatric outpatient setting. Future research should focus on mechanisms explaining the association of childhood victimization and IPV and increase our understanding of the role of intermittent explosive disorder in IPV.
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Intimate partner violence (IPV) is a major public health problem as it can lead to serious physical injury, long-term mental health problems, increased health services use, considerable health care costs, and even death among its victims (Devries et al., 2013; Trevillion, Oram, Feder, & Howard, 2012) . According to Saltzman, Fanslow, McMahon, and Shelley (2002) , IPV includes acts of physical and sexual violence and psychological aggression by a current or former intimate partner or spouse. IPV is mainly committed by men, but, also women, although to a lesser degree than men, perpetrate IPV (Devries et al., 2013; van Dijk, Veen, & Cox, 2010) . Globally, the life-time prevalence of IPV is 30% and a recent online nationwide survey among adults in the Netherlands revealed that 6% of the participants were victims of IPV in the past 5 years (Devries et al., 2013; van Dijk et al., 2010) . These figures are problematic and have resulted in a great interest among researchers to study characteristics of perpetrators of IPV (e.g., history of victimization, criminal history, and psychopathology). Such information is crucial for the development and improvement of intervention programs focusing on the reduction of (re-)perpetration of IPV.
One possible factor underlying the perpetration of IPV constitutes the socalled intergenerational transmission of violence. This transmission concerns the frequently observed association of childhood victimization in the domestic setting and/or witnessing of IPV in childhood with perpetration of IPV in adulthood (Capaldi, Knoble, Shortt, & Kim, 2012; Falb et al., 2011; Lohman, Neppl, Senia, & Schofield, 2013; Murrell, Christoff, & Henning, 2007;  at Tilburg University on June 12, 2015 jiv.sagepub.com Downloaded from Renner & Slack, 2006; Roberts, Gilman, Fitzmaurice, Decker, & Koenen, 2010) . Social cognitive learning theory proposed that such intergenerational transmission can be accounted for by learning from experiencing how others treat them, and by observing others or, in others words, by learning from modeling (Bandura, 1977; Grych & Fincham, 1990) . This theory thus implies that children growing up in violent home environments are more likely to favor violent attitudes and develop aggressive behavioral styles. Direct experiences of violence in the home environment during childhood, such as child maltreatment and witnessing IPV, may lead to accepting violence in partner relationships in general and imitation of IPV later in life (Corvo & Johnson, 2013) . Research examining the social learning theory indeed suggests that IPV is learned, in particular through modeling (Murrell et al., 2007; Roberts et al., 2010) . In fact, experiences of childhood victimization are associated with both perpetration of IPV and non-intimate violence (NIV) later in life (Capaldi et al., 2012; Millet, Kohl, Jonson-Reid, Drake, & Petra, 2013 ). Yet, little evidence exists indicating whether patterns of previous victimization differ between perpetrators of IPV and perpetrators of NIV (i.e., acts of [interpersonal] violence perpetrated by a person not intimately related to the victim [e.g., physical assault]). A large amount of IPV perpetrators have not been exposed to child abuse and the association of childhood victimization with IPV perpetration later in life is only small-to-moderate (Capaldi et al., 2012; Murrell et al., 2007) . This suggests that additional factors may play a role in the etiology of IPV.
One such factor concerns criminal history. A history of IPV perpetration is related to a higher risk of IPV re-offending (Sartin, Hansen, & Huss, 2006) . IPV perpetrators also had a history of juvenile (violent and non-violent) delinquency, arrests for substance abuse charges, and NIV and non-violent offenses (Capaldi et al., 2012; Echeburua, Fernandez-Montalvo, & Amor, 2003; Falb et al., 2011; Henning & Feder, 2004; Uekert et al., 2006) . Thus, IPV perpetrators can have a history of committing both IPV and NIV (Capaldi et al., 2012; Murrell et al., 2007; Renner & Slack, 2006) . A study among incarcerated men (n = 520), revealed that the vast majority of the incarcerated men (57.3%) perpetrated general violence (i.e., perpetration of both IPV and NIV) and NIV only (31.5%) and that a small minority of them committed IPV only (2.1%; Logan, Walker, & Leukefeld, 2001) .
Another crucial factor for IPV perpetration is psychopathology. IPV perpetrators often display depressive symptoms, conduct problems, and/or antisocial behavior (e.g., bullying), in childhood or adolescence and personality disorders in adulthood, including antisocial, borderline, and narcissistic personality disorder (Capaldi et al., 2012; Corvo & Johnson, 2013; Falb et al., 2011) . They often have intermittent explosive disorder (George, Phillips, at Tilburg University on June 12, 2015 jiv.sagepub.com Downloaded from Doty, Umhau, & Rawlings, 2006) . Intermittent explosive disorder is an impulse control disorder characterized by reoccurring episodes of acts of extreme impulsive aggression directed at persons and property, wherein the level of aggression is grossly disproportionate to the exposure to precipitating psychosocial stressors (American Psychiatric Association [APA], 2000). Impulsive aggressive outbursts by patients with intermittent explosive disorder cannot be explained by another mental or somatic disorder (e.g., antisocial and borderline personality disorder and dementia; APA, 2000) .
IPV perpetrators typically also display numerous psychological problems, including anger, cognitive biases, hostility, distorted perceptions of the partner and children, anxiety, social and communication difficulties, deficits in impulse control and executive functioning, irritability, and other deficits, such as drug and alcohol abuse (Becerra-Garcia, 2014; Capaldi et al., 2012; Corvo & Johnson, 2013; Lohman et al., 2013) .
Previous research also studied different types of IPV perpetrators, but mainly among non-psychiatric populations. Based on this influential research, important typologies of IPV perpetrators have been revealed (e.g., Gottman et al., 1995; Holtzworth-Munroe & Stuart, 1994; Tweed & Dutton, 1998 ). Previous literature often described two or three types of IPV perpetrators. Gottman et al. (1995) identified "Type I batterers," who perpetrate violence against their partner and others, and "Type II batterers," who only perpetrate violence against their partner. Type I batterers are characterized by an antisocial profile and a lack of empathy and display lower levels of anger but more violence than Type II batterers, who are characterized by a borderline profile and difficulties with assertiveness (Edwards, Scott, Yarvis, Paizis, & Panizzon, 2003; Gottman et al., 1995; Tweed & Dutton, 1998) . In a review article on IPV perpetrator heterogeneity, considerable convergence across typologies was noted by Cavanaugh and Gelles (2005) . According to this review, three groups of IPV perpetrators, as identified by Holtzworth-Munroe and Stuart (1994) , have often been studied: (a) "family only perpetrators," displaying low levels of IPV and psychopathology; (b) "borderline/dysphoric perpetrators," displaying negative affect and borderline traits; and (c) "generally violent/antisocial perpetrators," displaying antisociality and severe violence. A study by Walsh et al. (2010) among 567 civil psychiatric inpatients in the United States suggests that this typology derived from non-psychiatric samples of IPV perpetrators may also be generalizable to psychiatric populations. Notably, the earlier described typologies of perpetrators of IPV do not represent the distinction between perpetrators of IPV and perpetrators of NIV/general violence as depicted elsewhere in the literature. For example, according to Polaschek (2006) , perpetrators of NIV represent persons who have been sentenced for NIV offenses. In the Netherlands, judiciary or police forced IPV perpetrators and NIV perpetrators generally follow forensic psychiatric outpatient care programs. However, treatment programs used in the Dutch forensic psychiatric sector are usually derived from therapeutic protocols based on international research. Therefore, to be able to improve, finetune, and develop tailored forensic psychiatric treatment protocols for IPV perpetrators, it is important to elucidate differences between perpetrators of IPV and perpetrators of NIV.
So far, a limited number of previous studies have examined differences between perpetrators of IPV and NIV. Men perpetrating IPV show less frequent and less severe violent behaviors, less anger disposition, and less property crimes, are less anxious about criticism, have a higher occupational status, and used less illegal drugs than non-intimate violent men (Hornsveld, Bezuijen, Leenaars, & Kraaimaat, 2008; Kandel-Englander, 1992; Shields, McCall, & Hanneke, 1988 ). Yet, compared with non-intimate violent men, men perpetrating IPV have more experiences of childhood victimization in the domestic setting and higher levels of castration anxiety, which is indicative of a sense of being powerless and hurt in the intimacy of sexual relationships (Cogan, Porcerelli, & Dromgoole, 2001; Shields et al., 1988 ), but do not differ in levels of psychopathy (Hornsveld et al., 2008) . Previous research on differences in characteristics of IPV perpetrators and NIV perpetrators has rarely been based on forensic psychiatric samples. Moreover, little is known about differences in patterns of (family) psychopathology, psychiatric history in childhood and adolescence, and criminal history between perpetrators of IPV and NIV treated in the forensic setting.
In the current study, we used data obtained from medical registries in a sample of adult male and female perpetrators of IPV and NIV treated at a forensic outpatient psychiatric center in the Netherlands. We addressed two aims: (a) to provide new insights into characteristics of perpetrators of IPV treated in the forensic setting concerning their criminological, psychopathological, and victimological profile and (b) to examine whether there are differences in types of psychopathology, criminal history, and victimization during childhood or adolescence between perpetrators of IPV and NIV.
Method
The current study was based on archival clinical data derived from 119 forensic psychiatric outpatients treated in the forensic psychiatric policlinic "Het Dok" with four treatment centers in the West and South-West of the Netherlands. Data collection was carried out between January 2010 and February 2011 and was embedded in a larger Routine Outcome Monitoring at Tilburg University on June 12, 2015 jiv.sagepub.com Downloaded from project conducted at the forensic psychiatric policlinic "Het Dok" (Schuringa, Spreen, & Bogaerts, 2014) . All data were retrieved from already existing narrative electronic patient records or patient files archived in USER, a digital medical registry system used to obtain and store patient information in the Netherlands. On average, data were extracted 2 years (SD = 1.6) after the intake of the forensic psychiatric outpatients. Data were anonymized and reported at group level, and cannot be traced back to the individual patients. The data collection was conducted in accordance with the policy of the National Dutch Community Mental Health Services for Routine Outcome Monitoring. Within the Dutch forensic psychiatric sector, Routine Outcome Monitoring is used to monitor treatment progress and effectiveness to estimate and prevent the risk of recidivism among forensic psychiatric patients. The current study was approved by the Scientific Research Committee of the forensic psychiatric center "De Kijvelanden" in Rotterdam, the Netherlands.
During the data extraction period for the current study, (electronic) patient records of 189 adult forensic psychiatric outpatients were available, but for 49 outpatients no data on IPV or NIV perpetration were available. Moreover, 21 outpatients who perpetrated both IPV and child abuse were excluded to establish a homogeneous group of IPV perpetrators. Hence, 119 (74% of the eligible subjects) forensic psychiatric outpatients aged 18 to 58 years were included in the current study. We divided the participating forensic outpatients into two groups (i.e., IPV perpetrators versus NIV perpetrators). IPV perpetrators (n = 61, 51.3%) were defined as outpatients receiving courtordered or voluntary IPV perpetrator treatment programs and/or as having a criminal history of IPV perpetration. NIV perpetrators (n = 58, 48.7%) included outpatients receiving court-ordered or voluntary treatment programs focusing on the reduction of NIV perpetration and concern perpetrators without a criminal history of IPV. Whether the forensic psychiatric outpatients followed treatment programs for IPV perpetrators or NIV perpetrators was ultimately determined by the index offense at intake and/or in-depth analysis of the individual patient at intake by the treating clinical psychologist and senior psychiatrist. The individual violence perpetration profile and psychopathological profile were taken into account during these intakes.
To examine whether missing data on IPV and NIV perpetration were selective, we compared core demographic data of the outpatients included in this study with eligible outpatients without data on violence perpetration. Analysis of missing data showed no differences in age, education, ethnicity, and psychosocial and occupational functioning between the two groups. However, a chi-square test showed that outpatients included in this study were more likely to have a criminal history compared with excluded outpatients, 95.7% versus 63.0%, χ 2 (1, N = 162) = 29.9, p < .001.
Measures
All data on demographics and criminological, psychopathological, and victimological factors were derived from electronic patient records (USER) and were, in part, originally based on information obtained from narrative patient files filled out by the treating clinical psychologist and psychiatrist or from the National Dutch Re-Socialization Agency. Nygren, Wyatt, and Wright (1998) identified numerous uses of electronic patient records by clinicians (i.e., obtaining insights into clinical and social backgrounds of new patients and crucial information for diagnostic and treatment purposes, accessing clinical data, and conducting Routine Outcome Monitoring).
Criminological factors. Data on criminological factors, including criminal history, type of perpetrated violence offenses, and legal status were retrieved from the National Dutch Re-Socialization Agency. This agency acts on behalf of the Dutch Ministry of Security and Justice and regulates the re-entry of offenders into society by providing care and supervision in the domains of housing, financial budgeting, and occupation. When monitoring offenders with forensic psychiatric problems, the agency collaborates with Dutch forensic psychiatric in-and outpatient clinics to which these offenders had been referred.
Psychopathological and victimological factors.
When entering treatment at the forensic outpatient clinic, outpatients were assessed for mental disorders by a senior psychiatrist and a clinical psychologist trained in conducting a structured psychiatric interview based on the guidelines of the Diagnostic and Statistical Manual of Mental Disorders (4th ed., text rev.; DSM-IV-TR; APA, 2000) . A consensus diagnosis of DSM-IV-TR Axis I and/or Axis II mental disorders for each patient in the sample was finally established during weekly case consultations. Information on final consensus diagnoses of mental disorders of outpatients was also retrieved from USER filled out by the treating clinical psychologist or psychiatrist. Information on the presence or absence of drug and alcohol abuse and a history of psychological, physical, and/or sexual victimization in the family of origin, family psychiatric history, and psychiatric problems during childhood and adolescence was obtained retrospectively from (hetero-) anamnesis at intake. Using a Dutch translation of the Global Assessment of Functioning (GAF) Scale (APA, 2000), the GAF score, an indicator of psychosocial and occupational functioning, was assessed by the treating clinical psychologist with consultation of the treating psychiatrist. The GAF score ranges from 0 to 100, with higher scores indicating better functioning. 
Results

Sample Characteristics
On average, the 119 study participants were aged 36 years (SD = 9.8). Males (n = 101, 84.9%) were strongly overrepresented in the current study sample. Of the 61 perpetrators of IPV, 52 (85.2%) were male and 9 (14.8%) were female. Moreover, of the 58 perpetrators of NIV, 84.5% (n = 49) were male and 15.5% (n = 9) were female. The current sample was diverse in ethnic background: 58.5% of the outpatients were Dutch, 12.2% were Antillean, 10.2% Turkish, 13.6% Moroccan, and 10.2% miscellaneous. Following the definitions of Statistics Netherlands (2004), we divided education into three categories: low education (no education, primary school or <3 years secondary school, typically ≤12 years of education); medium education (>3 years secondary school, intermediate vocational training); high education (higher vocational training, university degree). Of the included participants, 82.8% received low education, 13.8% medium education, and 3.4% high education. Almost 32% of the participants were married or cohabiting and the remaining participants were unmarried or divorced.
Moreover, 59.0% of the participants were voluntary outpatients. However, 29.5% of the outpatients were treated at the forensic policlinics under conditional regulations (e. g., outpatients or former forensic psychiatric inpatients following court-ordered treatment), and the remaining patients (11.4%) were in miscellaneous legal status categories. Furthermore, 95.7% of the participants committed criminal offenses in the past and 4.3% had no criminal history. Participants had an average GAF score of 49.9 (SD = 7.6) indicating that the participating forensic psychiatric outpatients concern a group of patients with serious symptomatology and impairments in psychosocial and occupational functioning. Independent t tests for continuous variables (i.e., age and GAF score) and chi-square tests for categorical variables (i.e., all remaining demographic or legal/criminal factors) revealed no differences in demographics, legal status, criminal history, and psychosocial and occupational functioning between perpetrators of IPV and NIV (all ps > .05). Table 1 presents the psychopathological morbidity and comorbidity of the sample indicating high rates of psychopathology among the forensic psychiatric Note. Percentages are based on absolute numbers that differ due to missing values. Numbers and percentages indicate the amount/proportion of cases with a certain psychopathological disorder/problem or with the respective comorbidities based on the available data. n.a. = not applicable due to missing values.
outpatients, in particular with regard to history of child, adolescent, and family psychiatric problems; antisocial personality disorder; impulse control disorder; and intermittent explosive disorder. For a comparison with all forensic psychiatric outpatients (n = 1,116) treated at the forensic psychiatric policlinic "Het Dok" in 2013, one should note that overall 13% of the outpatients had intermittent explosive disorder at intake and 20.1% had a Cluster B personality disorder (i.e., antisocial, borderline, or narcissistic personality disorder), compared with 16.4% of the outpatients with intermittent explosive disorder and 43% with an antisocial personality disorder in the present sample.
Criminological History of IPV and NIV Perpetrators
When taking the criminal history of incidental and repeated NIV perpetration into account, it was found that only about 38% of the IPV perpetrators exclusively committed IPV, whereas the majority committed general violence offenses in the past. Table 3 shows psychopathological characteristics of both IPV and NIV perpetrators. To examine whether IPV perpetrators differed from NIV perpetrators in terms of psychopathology, chi-square tests (or Fisher's exact test) were conducted. Both groups had relatively high but similar rates of family psychopathology, history of psychopathology in childhood and adolescence, and several mental disorders (i.e., antisocial personality disorder, impulse control disorder, and mood disorder). Yet, we did not observe any significant differences between the two groups in all psychopathological factors with one exception: IPV perpetrators displayed significantly higher rates of intermittent explosive disorder than NIV perpetrators, 23.3% versus 8.9%, χ 2 (1, N = 116) = 4.39, p = .036. To illustrate the strength of the association of intermittent explosive disorder with IPV perpetration, a univariate logistic regression analysis was conducted. The logistic regression analysis revealed that intermittent explosive disorder was related to an approximately 3 times higher risk of IPV perpetration, odds ratio (OR) = 3.10, 95% confidence interval (CI) = [1.04, 9.29], p = .043. Note. Data were incomplete for the following variables: Criminal history (2.5%), minor property crimes (6.7%), serious property crimes (6.7%), threat without violence (7.6%), incidental non-intimate violence (7.6%), repeated non-intimate violence (6.7%), serious maltreatment (6.7%), attempt to manslaughter/murder (7.6%), manslaughter/murder (6.7%), rape (8.6%), and sexual abuse (5.9%). Table 3 Note. Data were incomplete in the following variables: Child psychiatric problems (21.0%), adolescent psychiatric problems (37.0%), family psychiatric history (26.9%), borderline personality disorder (47.1%), antisocial personality disorder (47.1%), mood disorder (6.7%), psychotic disorder (2.5%), impulse control disorder (3.4%), intermittent explosive disorder (2.5%), drug abuse (8.4%), and alcohol abuse (41.2%).
Psychopathological Characteristics of IPV and NIV Perpetrators
History of Victimization and the Risk of Perpetration of IPV
To test whether rates of different types of previous psychological, physical, and sexual victimization in the family of origin differed between IPV perpetrators and NIV perpetrators, chi-square tests (or Fisher's exact tests) were performed. IPV and NIV perpetrators did not differ in rates of previous psychological and sexual victimization, 86.8% versus 79.4%, χ 2 (1, N = 72) = 0.71, p = .40, and 47.2% versus 38.2%, χ 2 (1, N = 70) = 0.60, p = .45, respectively. Yet, IPV perpetrators were significantly more likely to have been victims of previous physical violence than NIV perpetrators, 90.7% versus 71.8%, χ 2 (1, N = 67) = 4.89, p = .027. A univariate logistic regression indicated that previous physical victimization was associated with an almost 4 times higher risk of IPV perpetration, OR = 3.83, 95% CI = [1.11, 13.28], p = .034.
Discussion
This study examined numerous factors possibly characterizing IPV perpetrators treated at a forensic outpatient psychiatric center in the Netherlands (e.g., criminal history, psychiatric history, mental disorders, and type of previous victimization). We also examined whether these factors differentiated between perpetrators of IPV and NIV. IPV perpetrators had significantly higher rates of previous physical victimization and intermittent explosive disorder than NIV perpetrators. Yet, in general, the perpetrators of IPV and NIV displayed similar rates regarding most criminological, psychopathological, and victimological characteristics examined in this study. Important criminological characteristics of IPV perpetrators were revealed in this study. Consistent with previous studies, we found that the majority of IPV perpetrators had a criminal history and a significant number of them had also committed non-IPV and non-violent offenses (e.g., property crimes; Echeburua et al., 2003; Henning & Feder, 2004; Uekert et al., 2006) . Concerning these latter offenses, we did not observe significant differences between perpetrators of IPV and NIV. In line with work by Logan et al. (2001) , our results suggest that most IPV perpetrators in the forensic setting are generalists who exhibit versatility in offending, including the perpetration of general violence, and thus form a dual threat for safety in and outside the domestic setting.
Our study provided insights into the psychopathological profile of IPV perpetrators. In line with previous research, we found that IPV perpetrators evidenced antisocial and borderline personality disorders (Capaldi et al., 2012; Corvo & Johnson, 2013) . More than two thirds of these perpetrators at Tilburg University on June 12, 2015 jiv.sagepub.com Downloaded from had a history of psychiatric problems in childhood and adolescence and about 45% of them had a family history of psychopathology. Numerous IPV perpetrators suffered from psychopathological disorders, including depression, impulse control disorders, and most of them displayed alcohol and drug abuse. Therefore, it is tempting to speculate that family psychiatric history, psychiatric problems in childhood and adolescence, and concurrent mental disorders may represent etiological and/or maintaining factors involved in the perpetration of both IPV and NIV with one exception. To our knowledge, our study is the first to observe that intermittent explosive disorder differentiated significantly between IPV perpetrators and NIV perpetrators as this disorder was associated with an almost 4 times higher risk of IPV violence perpetration. In a study by George et al. (2006) , all perpetrators of IPV (n = 71) evidenced diagnostic criteria of intermittent explosive disorder but after taking differential diagnostic criteria into account, only 9.9% of the sample fulfilled criteria of this disorder. However, in contrast to our study, the study by George et al. (2006) did not include a control group. These findings by George et al. (2006) and our results suggest that the recurrent failure to inhibit impulses of aggression due to this disorder may represent an important maintaining factor involved in the (re-)perpetration of IPV. Adult patients with intermittent explosive disorder experience their acts of impulsive aggression as defensive, as an "adrenaline rush," and as accompanied by highly emotional arousal (McElroy, Soutullo, Beckman, Taylor, & Keck, 1998) . Moreover, recent research on impulsive aggression and perpetration of IPV suggests that deficits in executive functioning may partly explain the association between explosive intermittent disorder and IPV perpetration (Becerra-Garcia, 2014; Walling, Meehan, Marshall, Holtzworth-Munroe, & Taft, 2012) . Based on this, one might speculate that (forensic psychiatric) treatment programs targeting the reduction of violence (re-)perpetration among IPV perpetrators with intermittent explosive disorder should not only include adequate psychopharmacological interventions known to decrease aggression and impulsivity but should also develop and use multidisciplinary treatment modules, including anger regulation training, aggression reduction, executive functioning training, and enhancement of social (cognitive) skills (Olvera, 2002) . Future longitudinal research should evaluate the effectiveness of such interventions and identify antecedents and mechanisms involved in the association between intermittent explosive disorder and IPV perpetration.
The findings of our study regarding a history of victimization are in line with the results from previous studies indicating an intergenerational pattern of IPV perpetration (Lohman et al., 2013; Murrell et al., 2007; Roberts et al., 2010) . In accordance with the social cognitive learning theory (Bandura, 1977; Grych & Fincham, 1990) , our results suggest that physical victimization in the family of origin can increase the risk of IPV perpetration later in life possibly via direct exposure, observational learning, and/or imitation. Consistent with previous research, our study also suggests that previous victimization in the domestic setting also exerts more general modeling effects as it may lead to committing both IPV and NIV (Millet et al., 2013; Murrell et al., 2007; Renner & Slack, 2006 ). Yet, in addition to experiencing early victimization, the IPV perpetrators in our study had high rates of developmental psychopathological problems, family history of psychopathology, mental disorders, and alcohol and substance abuse. This may suggest that early experience of victimization and its possible consequences (e.g., traumatization) are part of a developmental cascade of cumulative risk factors that may lead to IPV perpetration later in life (Capaldi et al., 2012; Corvo & Johnson, 2013) . From a (developmental) psychopathological cumulative risk perspective, IPV may therefore be understood as a maladaptive and destructive coping strategy rather than as a socially learned deviant behavior due to early experiences of victimization alone. Yet, caution is warranted when generalizing our findings to other (clinical) populations. That is, our study was limited to forensic psychiatric outpatients, of whom a large number followed involuntary treatment, and had a relatively small sample size and a large amount of missing values regarding history of victimization in childhood or adolescence. The relative small sample size may imply a lack of statistical power and did not allow testing a cumulative risk model. Data on history of victimization were obtained retrospectively making it difficult to determine causal relations. Large-scale longitudinal (forensic) studies are needed that make it possible to confirm the observed association of previous victimization in the family of origin with IPV perpetration and to test a developmental psychopathological cumulative risk model to predict IPV.
In addition to the aforementioned limitations, the relative small sample size did not allow comparing characteristics of subcategories of IPV perpetrators (i.e., perpetrators of general violence and perpetrators of IPV only) with NIV perpetrators. Moreover, no data on inter-rater reliability of the structured psychiatric interviews were available. Nevertheless, consensus diagnoses were determined by clinical judgments of trained clinicians. Furthermore, data on history of victimization, psychiatric (family) history, and alcohol and drug abuse were reported retrospectively based on (hetero-) anamneses. Unfortunately, we do not know when previous victimization in the family of origin occurred exactly (i.e., in childhood or youth). Information based on (hetero-) anamneses could therefore be distorted due to recall bias. A prospective longitudinal design could prevent this shortcoming. In addition, the design of our study did not allow addressing the directionality of the association of psychopathology with IPV perpetration. Longitudinal research is needed to address this matter. The generalizability of our study to other (forensic/clinical) populations may be limited, as the study participants had higher rates of antisocial personality disorder and intermittent explosive disorder than the complete forensic psychiatric outpatient population treated at the study site. Yet, even non-psychiatric sample based research studying perpetrators of IPV and general violence in particular suggests that these perpetrators are characterized by high levels of externalizing and conduct problems, aggression, and antisociality (e.g., Capaldi et al., 2012; Cavanaugh & Gelles, 2005) . Finally, missing data may have affected our results, as for some variables, data were incomplete. Several reasons might explain these missing data. During the intake, practitioners possibly did not thoroughly and carefully question the forensic psychiatric outpatients about delicate topics (e.g., childhood victimization and history of [family] psychopathology). Outpatients may also have the tendency not to mention such matters out of shame. In addition, in the Dutch forensic psychiatric sector, standardized instruments are not generally used to assess victimization and history of (family) psychopathology. Nevertheless, missing data analyses showed that outpatients without data on NIV and IPV perpetration did not differ in demographics, such as ethnicity and education, but were less likely to have a criminal history compared with included outpatients. This suggests that missing data could have influenced the strength of the associations of the different correlates with IPV but possibly did not lead to spurious associations.
Conclusions and Implications for Practice and Future Research
The findings of our study provided important insights into the criminological, psychopathological, and victimological profile of IPV perpetrators treated at a forensic outpatient psychiatric center in the Netherlands. Both IPV and NIV perpetrators displayed similar but high rates of psychopathological disorders and psychological problems (e.g., antisocial personality disorder, and alcohol and substance abuse) that are known to be related to aggressive behavior (Corvo & Johnson, 2013) . However, perpetrators of IPV displayed significant higher rates of previous physical victimization than perpetrators of NIV. Moreover, intermittent explosive disorder was related to a higher risk of IPV perpetration.
These findings suggest that intervention programs focusing on the reduction of IPV perpetration and recidivism should incorporate early life trauma processing, anger regulation, training of executive functioning, enhancement of social (cognitive) skills, and aggression reduction training. Future large-scale at Tilburg University on June 12, 2015 jiv.sagepub.com Downloaded from longitudinal studies should shed more light on mechanisms underlying and/or modulating the associations of a history of physical victimization and intermittent explosive disorder with IPV perpetration. To improve future prevention and intervention efforts, more negative childhood experiences (e.g., witnessing IPV in childhood), neuropsychological factors (e.g., executive functioning), and (developmental) psychopathological factors should be investigated to identify developmental trajectories, risk factors, and unique characteristics of various types of perpetrators of IPV and NIV.
